District Health Authority. Sadly, despite his commitment and the health authority's grudging agreement to an alcohol policy, sale of alcohol in medical school buildings in this district continues to expand. The opening of the new education unit with a superfluity of alcohol added one more access point for cheap alcohol for the medical school and health authority staff.
FEDELMA WINKLER City and Hackney Community Health Council, London E2 8EB
How can good general practitioner care be achieved?
SIR,-Professor D C Morrell and Dr M 0 Roland have produced good reasons to suggest that good quality practice requires a reduction in average list size to no more than 1750 (17 January, p 161). They further suggest that in deprived inner city areas a list size of 1500 may be too many, and effective list size should probably be smaller. If they are right, and I believe they are, there are serious implications for GP training because under the current regulations a trainer in an urban area should normally have not fewer than 2000 patients on his or her list (red book section 38.5/f). In practice this seems to mean an average list size of 2000 for the practice as a whole, and I understand that in some training practices the average may be nearer 3000, nearly twice the number of patients that Professor Morrell and Dr Roland feel can be given good quality care. As trainees are supposed to be supernumary and as training practices should be able to function normally when the trainee is absent, there seems to be a paradox: training practices, particularly in inner cities, cannot give good quality care or show it to trainees, and good quality practices with small lists cannot take on trainees.
The profession has for some time accepted that average lists must come down to around 1700 1980 and 39 in 1985) . This has led to a proportional increase in the number of mothers who developed antibodies in a subsequent pregnancy despite receiving an injection of anti-D immunoglobulin after the previous pregnancy (failures of protection).
I believe that this continuing incidence offailure of protection is due not to the injection of insufficient anti-D immunoglobulin but to intrapregnancy sensitisation. In our recently published study, quoted by Dr Hussey, 64 There is clear evidence, for instance, that early defibrillation by ambulancemen considerably reduces mortality from ventricular fibrillation' 3 4 and that early endotracheal intubation reduces mortality from pulmonary aspiration in cardiac arrest and severe acute overdose and head injury. ' We doubt very much whether the absence of such skills would be tolerated within the hospitals of Glasgow and Edinburgh. Why are they then not advocated during the prehospital phase of treatment in the same patient, when the equipment can be made available and the skills can be taught to the ambulancemen and women?
The authors quote a large number of patients admitted to their study as emergency cases (20 734), but only 1185 were classed as needing resuscitation; presumably a sizable proportion of the total were patients referred by general practitioners who may well not have required even basic ambulance aidfor example, those with suspected appendicitis. Of the 1185 patients requiring resuscitation the assessors looked at 396 who died. Fifty of these were cases oftrauma and 346 were medical emergencies. They concluded that "only 54" might have been saved by extended skills applied before the patients reached hospital. This represents 13-6% of the total who died and, translated into a UK population of 50 million, would mean over 2500 lives saved each year (equivalent to about half of all the deaths due to road accidents).
We also find it hard to believe that in Edinburgh and Glasgow no one with severe asthma would have been rescued by the use ofa nebuliser, no one saved by having a tension pneumothorax relieved, and only one with abdominal, pelvic, or limb blood loss who might have been resuscitated by a medical anti-shock garment.
By their own admission, the authors take no account of the effect of extended training on morbidity-without doubt an area of benefit of good training in any branch of medicine. The journey times of the ambulances in these cities (mean 30 3 minutes) leave something to be desired, Unemployment and mortality SIR,-The study by Ms K A Moser and colleagues (10 January, p 86) can be interpreted as showing that men who are at higher risk of ill health are more likely to be unemployed and more likely to die. Our sympathy for the plight of the unemployed makes it easy to envisage that the stress of unemployment might lead to excess mortality from suicide and ischaemic heart disease. However, stress of unemployment is not the main explanation for the observed high mortality rate from lung cancer-standardised mortality ratio (SMR) 286 in 1973, 209 in 1983. In men a high death rate from lung cancer is a marker for high cigarette consumption (much higher than in the reference population with a prevalence of cigarette smoking of some 40-50%). This consumption must be over several decades; moreover, the malignant transformation occurs many years before the cancer becomes manifest clinically. Therefore in most unemployed men who died from lung cancer most of the required exposure to cigarettes probably preceded unemployment. Longstanding high cigarette consumption probably also played an important part in producing the observed raised mortality from ischaemic heart disease.
Conversely, cigarette smoking is a marker for several features which might make a person more likely to be sacked, selected for redundancy, or not appointed to a job. These include more absence from work through minor sickness and personal or personality problems which lead to alcohol abuse, drug dependence, and broken marriages (and in women single motherhood Medically speaking, and insurance companies concur, a cigarette smoker is a disaster waiting to happen, even if he considers himself to be healthy. If there was an excess ofheavy cigarette consumers among those who were unemployed, seeking work, and not considering themselves ill at census then it is not surprising that disaster overtook more of them than of the rest of the population. Initially, because the overtly sick were excluded in the study, the SMR of the unemployed was low, but this could be expected to change quite rapidly, in particular with the development of previously unapparent lung cancer and ischaemic heart disease. These diseases commonly produce death without a long period of symptoms or disability, in contrast, for example, to chronic obstructive lung disease, which would already have been manifest and creating disability at census.
Because they continue to smoke smokers would seem in general to possess less motivation; they also include more who in various ways "cannot get their act together." Such characteristics render people more likely to be unemployed and also more likely to die prematurely. We should not be deflected from tackling the damaging and poverty inducing habit of cigarette smoking and other lifestyle problems simply because the elimination ofunemployment and low income may seem to be a more important objective and might also seem to some to be a more interesting political football.
B S SMITH
Sandwell District Hospital, West Bromwich B71 4HJ SIR,-We find it difficult to see how Dr Smith interprets our paper as showing that "men who are at higher risk of ill health are more likely to be unemployed and more likely to die." We took particular care to point out that men who were prevented from seeking work because of ill health were specifically excluded from the group we followed up. In consequence our cohort were an initially healthy subset of the unemployed and our findings do not therefore relate to those men whose unemployment reflected their ill health.
On the issue of disease causation and the concomitant risk factors associated with the way of life of the unemployed we would not dispute the evidence that cigarette smoking plays an important part in several of the causes we identify. The difficult question to answer is how poverty, unemployment, and lifestyle interrelate both in time and in terms ofbehaviour patterns. We feel that Dr Smith's model ofcausal linkage is overly simplistic and inconsistent with the circumstantial evidence provided in our paper.
Firstly, it is worth reiterating the point that we studied a healthy subgroup ofunemployed men. In so far as smoking gives rise to chronic ill health as well as increased mortality smokers were probably marginally underrepresented in our cohort when compared with the unemployed population as a whole. Secondly, we indicated how, despite the fact that the unemployed were more likely to be drawn from social groups known to have higher levels of smoking, controlling for social composition did not account for all the excess mortality of the unemployed. Finally, we pointed out that associated research on the sociodemographic origins in 1971 of the unemployed in 1981 suggested that, notwithstanding the previous observation, increased levels of unemployment meant that most of the unemployed came from a broad spectrum of the employed population. Similarities in the mortality patterns of the 1971 and 1981 unemployed and the absence of any reduction in the magnitude of these excesses of mortality thus make it unlikely that the health problems of the unemployed can be dismissed purely in terms of predisposing factors.
Reductions in cigarette smoking and changes in other aspects oflifestyle with adverse health effects are, of course, desirable. However, it would seem from available evidence that they are unlikely to be successful in removing health inequalities unless other problems associated with unemployment and poverty are also tackled. 
